Many individuals are routinely and predictably exposed to potentially traumatizing events in connection with their employment. 'High risk' groups include servicemen and members of the emergency services, aid workers and journalists who cover conflicts and disasters1. Serious and disabling psychological and psychiatric symptoms can arise in these individuals. In the general population the prevalence of post-traumatic stress disorder (PTSD) is as low as 1-2%2, but it may be 30% or more in observers and rescuers after serious accidents and disasters3'4. In combat veterans, studies after disparate operations consistently report a PTSD prevalence between 30% and 50% one year following exposure to trauma. The long-term prevalence of PTSD has been reported to exceed 31 %5. As many as 50% of Falklands War veterans were found to have at least some symptoms of PTSD6 as were 54% of survivors of a 'friendly fire' incident during the Gulf War7. Our own study of Gulf War body-handlers revealed symptoms of post-traumatic stress in 50% of the sample nine months after the conflict8.
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Serious psychological distress has also been reported in second-line support workers such as administrators, control room and reception staff, switchboard operators, hospital ancillary and volunteer workers as well as the families of emergency service personnel. TREATMENT The treatment of established PTSD is far from satisfactory. Psychological and pharmacological interventions have been used separately or in combination, but often they give only partial symptom relief9. Lately, efforts have focused on early intervention to minimize long-term psychological sequelae, PTSD in particular. Secondary preventive strategies of this kind, widely employed in civilian and military practice, include various forms of brief counselling as well as more specific interventions such as psychological debriefing (PD) or 'critical incident stress debriefing'lI 1.
Designed for groups of emergency service workers, debriefing is thought to help victims of psychological trauma process their experience cognitively and emotionally. Immediacy is deemed important because the earlier debriefing occurs, the less the opportunity for maladaptive and disruptive cognitive and behavioural patterns to become established12. Diverse groups, not only from statutory organizations but also from the voluntary sector-lay counsellors, psychologists, social workers, psychiatrists advocate these techniques and have sought to establish for themselves a role following traumatic incidents13. Although intuitively appealing and a response to perceived need, these methods have been extremely difficult to evaluate'4, and it is only lately that PD has been subject to randomized controlled clinical trials. Following our own observation of the failure of PD to reduce long-term morbidity in Gulf War veterans involved in body handling and war grave duties8, four randomized controlled trials have shown no clear benefit from PD in preventing subsequent PTSD and other psychiatric disorders. In these studies the traumatizing events were disparate and of varying severity. Debriefing generally followed the Dyregrov model, but the timing of the intervention varied both within and between studies.
The groups studied by Hobbs and Adshead15 were 42 victims of various traumas and 86 who had been in road traffic accidents. In both trials debriefing was carried out within 24 hours of the traumatic events. Lee et al.16
enrolled 39 women two weeks after miscarriage. Bisson et a].17 studied 110 burn victims, the treatment group being debriefed on average six days after their injury. In this study the debriefed group actually had a worse outcome, although it was suggested that they had a greater preincident vulnerability. Although debriefing was originally designed for groups of emergency service workers, there have so far been no randomized trials of group debriefing. PREVENTION Primary prevention programmes are increasingly employed to prepare high-risk occupational groups for trauma. There are numerous anecdotal reports that preparation and training for traumatic events can substantially modify the emotional impact of subsequent trauma and may also protect individuals from long-term sequelae 8. Unfortunately, although prevention (like debriefing) is intuitively sensible, primary preventive techniques have not been evaluated in randomized controlled trials. The topic straddles medical and non-medical disciplines including occupational psychology, risk management, human Similarly commanders and managers can be taught the protective effects of positive leadership, the maintenance of morale, realistic training and the use of ritual. In its broader context primary prevention includes recruit selection and the exclusion of vulnerable individuals from high-risk occupations (e.g. those with a history of psychiatric illness or a previous severe reaction to trauma) as well as training of high-risk individuals to cope with anticipated trauma. Training reduces uncertainty, increases a sense of control and mastery, and teaches automatic responses that are not 'eroded' under stress. Training may also limit or alter the type of exposure to potentially traumatizing events, decrease the unexpected, maximize a sense of hope, and prepare individuals for the unexpected need to act19.
Perhaps by boosting self-confidence, the psychological benefits of training may even exceed the benefits of any practical skills acquired. Helplessness is minimized by an understanding of behaviours that aid survival. The intensity of exposure and reality of threat may be modified by the use of learned adaptive behaviours (e.g. automatic routines when coming under fire or handling human remains20).
Training must be as realistic as possible, and will be least effective when the trauma is prolonged or uncontrollable.
CONCLUSION
The nature of military operations and the demands placed on the soldier are changing. The risks related to psychological trauma may be growing6: servicemen are increasingly called upon to undertake non-combat duties for which they are not adequately trained, and nowhere is this more so than in UN peacekeeping operations2l. Debriefing ma) havre an educational role, informing individuals what symptoms they may anticipate after psychological trauma and when and wvhere to seek help; it is also appreciated by individuals at the time8. However, it should not be used as the sole tool to prevent long-term morbidity. Nor does it merit allocation of substantial resources in major incident or disaster planning.
The military, emergency services, aid organizations and the media routinely send their employees into potentially traumatizing situations. All employers have a statutory 'duty of care' to protect the health of employees and minimize the impact of occupational health hazards. There is now sufficient evidence to suggest that psychological debriefing by itself is inadequate indeed, mandatory PD (as advocated by many banks and building societies following robberies) may itself be harmful. If PD is used at all it should be one part of an overall strategy to minimize the long-term impact of trauma. This should include primary preventive measures, careful recruit selection, realistic training, stress-inoculation and operational stress packages. Whatever strategy is adopted in the wrorkplace, employers must not become complacent and assume that their workforce is now immune to PTSD and other psychiatric disorders because they have received PD or any other psychological intervention. Employers should arrange systematic follow-up of workers exposed to potentially traumatizing events, and ensure that individuals who develop PTSD and other psychiatric disorders receive appropriate treatment and support. PD alone is an inadequate preventive occupational health measure. Employers and occupational health physicians should become more actively involved in research to identify interventions that reduce psychiatric morbidity after trauma, particularly in occupations that predictably expose workers to traumatizing events.
